the primary/secondary care interface is essential for the optimal care of patients and provides a written record of transactions between the patient and the specialist. Clinical letters to general practitioners (GPs) are created after a consultation with patients to inform GPs, patients and other relevant people and to provide a summary of the consultation. GPs, as the primary medical care coordinators, are provided with information requiring further action, for example medication changes, tests and other referrals. No identified national standards exist on how soon non-urgent clinical letters should be dispatched from the service. On doing a literature search, no clear guidelines could be found though a few interesting papers referred to the problem.
Repeat appointments with specialists are often timed to assess the effects of any intervention. The slow deliver y of letters and therefore subsequent change can mean that patients are followed up too soon and additional appointments are then needed. Furthermore, a delay in GPs receiving clinical letters can have safety and subsequent legal implications, and can lead to corporate and personal risk to patients and doctors.
Background
A literature search was conducted for existing guidelines and for other work on this subject. A search was done on Trip (www. tripdatabase.com) using 'communication', 'primary care', 'discharge'/ 'outpatient'/ 'referral' and limited to guidelines. Medline was searched using the terms 'communication', 'correspondence', 'clinical letter', 'primary care', 'general practice' and 'time' in different combinations. This resulted in 1920 preliminary hits, which were narrowed down to 142 by refining the search terms. From a review of the abstracts 36 were felt to be relevant and full copies perused: seven of them were of utility to this paper.
From the literature search studies suggest that there is often a significant delay between a patient being seen by a specialist and a GP receiving a clinical letter. Farquhar et al. 1 found a time lag of 0-27 days between dictation and typing letters, and up to a further eight days for signing before being sent to a GP. Gandhi et al. 2 found four weeks after specific referral visits, 25% of primary care physicians had still not received any information from specialists. A study by O'Malley et al. 3 showed that physicians who did not receive timely communication regarding referrals and consultations were more likely to report that their ability to provide high quality care was threatened. Tardiness in receiving a clinical letter by a GP can cause discontinuity of care at the primary/secondary care interface, and this can lead to adverse outcomes for patients. Lack of quick response can lead to worsening of patients' symptoms, and disengagement. Improved communication has been proposed to lead to improved cooperation and quality of care as identified by Doeleman. 4 A study by Braun et al. 5 looking at a standardised letter to improve communication between oncologists and GPs, concluded that using a template letter improved communication with respect to the timeliness of information transfer.
We sought to improve the quality of our intellectual disability service by completing an audit of the number of working days for GPs to receive a clinic letter.
Design/methodology
Data on how many working days it took for the clinic letter to be sent to the GP surgery post-clinical encounter were collected for the three consultants working in the Adult Intellectual Disability Service, and their associated specialty and trainee doctors. The service provides assessment, treatment and support for people with an Intellectual disability across Cornwall. GPs refer patients to the service by letter or referral form, and these are reviewed at a weekly allocations meeting attended by the multi-disciplinary team. A care coordinator is allocated, and if appropriate an appointment for a medical review is arranged.
Cornwall has a population of around 550 000, largely living in rural areas. The service is split into three localities, each overseen by one consultant, and the secretarial support is one full-time equivalent secretary per consultant area.
As no suitable national standards were found, the local peer group agreed on a realistic aim. The number of working days taken to send a non-urgent clinical letter (this was defined as a letter generated from a pre-booked clinic appointment for a review of a health need) was calculated and recorded on an Excel spread sheet. For the 2013 data, if a letter took more than five working days to send to a GP, it was recorded whether there was a medication change recommended in the letter as this would be considered a potential negative consequence due to the delay. The information on medication change was not repeated for the subsequent two cycles due to a lack of ability to measure its eventual impact of potential harm. A standard of 0-5 working days was chosen by using practical evidence that 0-5 working days following the clinic would be a good benchmark for a non-urgent clinical letter to be dispatched out of the service (see Figure 2 for reasons). Each cycle prior to commencement and at end was reviewed by the medical peer group who ensured transparency of the process in addition to reviewing the suitability of the proposed timelines.
Data collection
Three cycles of data collection were completed. The first took place over a one month period in 2013 (86 letters). The second was done in 2014 for three months (261 letters). The third cycle ran for three months in 2015 with 427 letters being sent. Results were grouped into three categories: 0-5 working days, 6-10 working days, and 11+ working days. The results were broken down for each consultant/associate specialist and trainee doctor team.
Results
In the 2013 cycle, 50% of non-urgent clinic letters were sent to GPs within five working days (see Figure 1) . The range was 0-25 working days. Just over half (53.3%) of the 6-10 working day category contained recommended medication changes, and 39.3% for 11+ working days. The results were fed back to the doctors and secretaries at a team meeting, and two further audit cycles were completed. In the 2014 cycle, 73.56% reached a GP within five working days (see Figure 1 ) and the range was 0-22 working days. In the 2015 cycle, 73.6% were sent to a GP in 0-5 working days, and the range was 0-33 working days.
Lessons and limitations
Performance was improved from the first cycle by feeding back the results to doctors and secretaries in a team meeting, and highlighting the importance of a quick turnaround of clinical letters. Quality improvement strategies of plan, do, observe, study a n d a c t 6 w e r e e m p l o y e d t o achieve, improve and measure the three cycles. Lean thinking 7 concepts were used as tools to improve the methodology of each cycle. The two combined to help deconstruct a complex process to understand the workplace, clinician and secretary pressures and feedback to optimise the flow of work and contribute to improve things step-by-small-step.
Pragmatic issues that needed resolving included how secretarial support and clinician time are organised. In particular, the safe use of shared drives to allow remote access was incorporated to reduce waiting times for signing. Table 1 shows good practice identified, and practice needing to improve.
The sample is sizable and there is a high likelihood that the concerns identified are widespread, especially as there are no guidelines regarding timelines for dispatch of non-urgent clinical letters from specialists to clinicians in the NHS. A template in paediatrics exists (Sheffield Assessment Instrument for Letters 8 ) to measure communication of clinical letters. However, it does not look at turnaround time and it is only for trainees and is not a service measurement tool.
Conclusion
The implications of clinical letters not reaching GPs in a timely manner are significant. This tardiness of communication, especially where medication changes are involved, has implications for patient safety, satisfaction, and utility of resources, and needs addressing. Table 2 shows recommendations for good practice.
Secretarial support structure has recently been addressed to achieve maximum efficiency. Clinician time may need to be better organised to allow time to check letters. A way of speeding up the process could be the use of standardised letters. Among suggestions for improvement in the Farquhar study, 1 were universal electronic patient records, which both clinicians and GPs could access. More realistically, Trust guidelines on how quickly non-urgent clinical letters should be sent to the GP, would be a good start in helping reducing avoidable harm.
There is an expectation from the public for the medical profession to provide robust regulation. However, regulators such as the GMC cannot make value-based judgement on harm and professional performance without clarity of accepted standards. Failure to develop such standards espec i a l l y i n r o u t i n e c l i n i c a l areas such as communication between specialists and GPs could leave patients exposed to continued poor per formance. Clinicians and Trusts too, without the right frameworks, would be e x p o s e d t o h i g h e r r i s k o f litigation. 9 
Declaration of interests
None declared.
